We analyzed a total of 412 adult patients diagnosed with toxoplasmosis in the Clinical Infectious Diseases Hospital Constanta between 01Jan 2010 -01 Jan 2015. Of these patients, 82.03% were from urban area, 74% female, majority aged 30-48 years. 3.15% were diagnosed with HIV infection (13 patients), in four of these patients, toxoplasmosis was the primary clinical manifestation. The most common clinical manifestation in nonHIV infected patients was painless cervical adenopathy (106 patients), 49 patients had associated infection with Toxocara and in HIV infected patients prevailed cerebral toxoplasmosis (toxoplasmic encephalitis, with or without focal CNS lesions). 59 pregnant women (6 with acute infection and 53 with chronic infection) were followed during pregnancy. Reporting the number of cases of toxoplasma infection in Constanta population (254.693 inhabitants), we obtain a prevalence of 161.76 cases/100.000 inhabitants. Most of the patients were female and their supervision is required for possible implications in pregnancy. We believe that Toxoplasma infection is underdiagnosed in our county.
Introduction
Toxoplasmosis, an infection with a worldwide distribution, is caused by the intracellular protozoan parasite, Toxoplasma gondii (T. gondii).
Up to a third of the world's human population is estimated to carry a Toxoplasma infection [1] .While in the United States it is estimated that 22.5% of the population have been infected with Toxoplasma [2] , other studies show that in the world is very different seroprevalence: Latin America (about 50-80%), parts of Eastern and Central Europe (about 20-60%), the Middle East (about 30-50%), parts of Southeast Asia (about 20-60%), and parts of Africa (about 20-55%) [3] .In various places throughout the world, it has been shown that up to 95% of some populations have been infected with Toxoplasma. Infection is often highest in areas of the world that have hot, humid climates and lower altitudes.
Toxoplasmosis infection is asymptomatic in 80% of people. The most common sign in symptomatic patients is enlarged lymph nodes, especially around the neck. Dormant infection persists for life and can reactivate in the immunosuppressed person.
More serious disease can develop or reactivate in immunosuppressed patients with brain, heart, eye or pulmonary involvement. Cerebral toxoplasmosis or chorioretinitis are frequent complications of AIDS when the lymphocyte CD4 cell count drops below 100 cells/mm3 [4] .
Acute toxoplasmosis during pregnancy may lead to severe complications for the fetus.
In early pregnancy brain damage as well as liver, spleen and eye disorders may occur. Infection in late pregnancy may result in persistent eye infection through life.
Aim
The aim of the study was to evaluate the prevalence of symptomatic toxoplasmosis in Constanta, clinical manifestations in immunocompetent and immunocompromised persons. This study is a continuation of the release of Microbiology Conference [5] , where partial results have been communicated
Material and methods
Were analyzed a total of 412 adult patients, diagnosed with toxoplasmosis within the Clinical Infectious Diseases Hospital Constanta between 01Jan 2010 -01 Jan 2015.
The reported acute toxoplasmosis cases were considered laboratory-confirmed when serologic assays indicated an acute infection.
Paired serum samples were tested using commercial enzyme immunoassays (bioMérieux, Marcy l'Etoile, France) with an automated VitekImmuno Diagnostic Assay System (VIDAS). The analyses were performed as instructed by the manufacturers.
For the IgG and IgM assays, positive results were defined as values of ≥8 international units (IU)/ ml and index values of ≥0.65. Equivocal results ranged from 4 to 8 IU/ml, and index values ranged from 0.55 to 0.65. Negative results were defined as <4 IU/ml and index values of <0.55.
If the analyses of the paired serum samples revealed a significant increase in the IgG antibody titers or positive results from both IgM and IgG assays, then we performed a subsequent T. gondii IgG avidity assay (bioMérieux, Marcy l'Etoile, France). The results were interpreted in accordance with the manufacturer's instructions. A high avidity test result excluded a recently acquired infection within 4 months of serum sampling. Low IgG avidity was defined as an index value <0.200, equivocal IgG avidity was defined as 0.200≤ index <0.300, and high IgG avidity was defined as an index value ≥0.3.
We applied a standardized questionnaire [6] on risk factors for infection with toxoplasma and compared with another 200 non-infected patients.
The study data were entered into an electronic database. We used Med Calc software to calculate the odds ratio for evaluated differences between case and control patients. We considered statistically significant P < 0.5.
Results
Of these 412 adult patients only 39 were diagnosed with acute infection based on laboratory protocol (9.46%). Most of them were female, majority aged between 30-48 years, 82.03% from urban area. 
Patients = pts
The most common clinical manifestation in nonHIV infected patients was painless cervical adenopathy (106 patients), followed by flulike symptoms and generalized lymphadenopathy (8 patients), retroperitoneal and mesenteric lymphadenopathy with abdominal pain (8 patients), seizures, persistent headache (34 patients), retinochoroiditis (14 patients), pulmonary involvement (4 patients), cerebral toxoplasmosis (mass lesions) only in a female with chronic hepatitis B and nonHodgkin lymphoma (Table II) . In HIV infected patients prevailed the cerebral toxoplasmosis (toxoplasmic encephalitis, with or without focal CNS lesions), only one patient presented generalized lymphadenopathy and pulmonary involvement. A significant association was the one with Toxocara, all the 49 patients were presented to the hospital for skin itching and rash.
In all 386 patients we applied a standardized questionnaire on risk factors for infection with toxoplasma and compared the responses of these patients with another 200 noninfected patients. After informed consent was obtained, participants were asked to complete the self-administered questionnaire.
In multivariate analysis of all persons, the following factors increased the risk of T. gondii infection: eating undercooked meat (P=0.0001), taste meat cooking (P = 0.0002), drinking unpasteurized milk (P = 0.0382) and drinking untreated water (P = 0.3944). 
Discussion
There are no recent studies on the prevalence and risk factors for toxoplasmosis in our country. In 2009, Jones [7] has communicated in a U.S. study that an elevated risk of T. gondii infection was associated with the following factors: eating raw ground beef, eating rare lamb, eating locally produced cured, dried, or smoked meat, working with meat, drinking unpasteurized goat's milk, eating raw oysters, clams, or mussels. In Serbia [8] , a major risk factor for T. gondii infection is consumption of undercooked meat, in Thailand [9] a risk factor is unclean drinking water from various sources and in Taiwan [10] , raw shellfish consumption and domestic cat exposure were risk factors for T. gondii infection. Another study conducted in Iran shows that eating raw vegetables at restaurants is considered the other risk factor [11] .
Given that in Constanta county (Dobrogea area) live many sheep fanciers, required testing these people to have a real evidence.
Conclusion
Reporting the number of cases of toxoplasma infection in Constanta population (254.693 inhabitants), we obtain a prevalence of 161.76 cases/100.000 inhabitants, patients with symptomatic toxoplasmosis.
Most patients were female and their supervision is required for possible implications in pregnancy. Risk factors for infection with Toxoplasma in our county were eating undercooked meat, taste meat cooking, drinking unpasteurized milk and drinking untreated water. Because in the general population 90% of people infected with Toxoplasma are asymptomatic and TOXO Seroprevalence in HIV infected patients is 78% we believe that Toxoplasma infection is underdiagnosed in our county. It requires a screening study to prevent developing complications.
